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BLIND  PHYSICIANS 

and  the  practice  of  medicine 


The  Babcock  Story 

Robert  H.  Babcock  of  Chicago  was  thir¬ 
teen  years  of  age  when  he  lost  his  vision. 
The  year  was  1864,  the  Civil  War  at  its 
height,  and  children  were  playing  soldier. 
A  toy  bomb  exploded,  destroying  Robert’s 
eyes.  The  result  was  almost  immediate 
blindness. 

Robert’s  parents  were  financially  able 
to  provide  private  tutors  for  their  son,  but 
they  wisely  chose  to  refrain  from  pamper¬ 
ing  him,  and  sent  him  to  an  institution 
for  the  blind  where  he  learned  the  need 
for  self-reliance.  Later,  in  preparatory 
school,  his  roommate  carefully  detailed 
the  experiments  being  demonstrated  in 
the  science  classes.  Upon  completion  of 
preparatory  training  he  studied  medicine 
at  Ann  Arbor,  Michigan,  and  at  the  Chi¬ 
cago  Medical  College.  He  managed  dis¬ 
section  of  cadavers  by  touch.  In  1878  he 
received  his  M.D.  degree  from  the  Chi¬ 
cago  school,  but  went  on  to  the  College 
of  Physicians  and  Surgeons  of  New  York 
City  for  an  extended  course.  He  followed 
the  lecturers  in  osteology  by  holding  the 
appropriate  bones  in  his  hands.  In  1879 


Dr.  Margolin,  who  became  blind  in  1946,  is 
assistant  professor  of  internal  medicine.  Uni¬ 
versity  of  Nebraska  College  of  Medicine.  He  is 
at  present  in  private  practice  of  internal  medi¬ 
cine  in  Omaha ,  Nebraska,  with  special  interest 
in  diabetes.  This  paper  was  published  substan¬ 
tially  in  this  form  in  the  March  1956  issue  of 
the  Blind  Professional  Review,  whose  publica¬ 
tion  has  since  been  discontinued. 


MORRIS  MARGOLIN,  M.D. 

he  received  his  second  M.D.  degree  with 
top  honors.  That  same  year  he  married, 
and,  accompanied  by  his  wife,  he  spent 
the  following  three  years  in  postgraduate 
work  in  German  Medical  Centers. 

After  nine  years  of  study  he  opened  an 
office  in  Chicago  and  engaged  an  assistant 
to  aid  him  in  his  work.  During  the  first 
few  years  the  assistant  had  little  else  to 
do  but  to  read  medical  literature  to  him. 
But  as  time  went  on,  the  practice  gradu¬ 
ally  developed,  reaching  a  point  of  self- 
sufficiency  after  ten  years.  During  this 
period,  Dr.  Babcock  made  a  number  of 
contributions  to  medical  literature,  and 
was  appointed  to  a  teaching  position  in 
the  College  of  Physicians  and  Surgeons 
of  Chicago,  and  to  the  staff  of  the  Cook 
County  Hospital.  Thereafter  his  practice 
continued  to  expand  and  his  prestige 
grew.  In  the  late  1890’s  a  publishing  house 
invited  him  to  write  a  book  on  vascular 
disease.  Thereupon  Dr.  Babcock  bought 
one  of  the  first  typewriters  sold  in  Chi¬ 
cago  and  set  to  work.  He  labored  for  five 
years,  his  wife  assisting  him  in  revising 
copy.  The  book  was  published  in  1903 
under  the  title  Diseases  of  the  Heart  and 
Arterial  System ,  and  brought  him  inter¬ 
national  reputation.  A  second  book,  Dis¬ 
eases  of  the  Lungs,  was  published  in  1907. 
He  received  many  honors  and  at  one  time 
served  as  president  of  the  Society  of  In¬ 
ternal  Medicine  of  Chicago,  conducting 
the  meetings  with  admirable  skill.  He  con¬ 
tinued  working  until  1928,  when  a  stroke 
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forced  his  retirement  after  forty-six  years 
of  practice.  He  died  two  years  later  at 
the  age  of  seventy-nine. 

Such  is  the  story  of  Dr.  Robert  H. 
Babcock,  1851-1930,  as  related  by  Drs. 
A.  H.  and  V.  T.  Keeney.3 

Blind  Physicians  in  History 

The  Keeneys  have  listed  twelve  blind 
physicians  in  an  historic  period  of  1,000 
years,  dating  from  the  tenth  to  the  early 
part  of  the  twentieth  century.  Each  of 
these  had  left  his  mark,  and  some,  be¬ 
cause  of  their  contributions  to  medicine, 
are  still  held  in  reverence  by  the  medical 
profession.  Few  of  the  present-day  practi¬ 
tioners  are  aware  of  the  fact  that  these 
physicians  were  blind,  and  that  at  least 
part  of  their  contributions  were  made  dur¬ 
ing  their  period  of  blindness.  Undoubt¬ 
edly  there  have  been  other  blind  men 
practicing  medicine  during  this  period, 
but  the  historian  must  necessarily  be 
satisfied  with  the  limits  set  by  the  pres¬ 
ence  of  records. 

With  the  exception  of  Babcock,  every 
member  of  this  group  incurred  blindness 
after  his  training  period  and  usually  after 
he  was  well  established  in  practice.  For 
purposes  of  the  present  discussion,  the 
earlier  three  of  these  practitioners  are 
being  omitted,  since  the  character  of  their 
practice  could  not  have  borne  any  re¬ 
semblance  to  that  prevalent  today.  The 
list  of  physicians  dealt  with  here  covers 
the  period  from  1300  to  1930.  Dr.  Bab¬ 
cock’s  story  has  already  been  told.  The 
remaining  eight  were  as  follows: 

Hugh  James,  1771-1817.  A  surgeon 
who  retrained  for  general  practice  on  find¬ 
ing  that  he  was  losing  his  vision.  He 
practiced  for  eleven  years  after  becoming 
blind  with  such  success  that  his  patients 
erected  a  monument  to  his  memory. 

Henry  Mills  Harlow,  1821-1893.  A 
psychiatrist  who  practiced  for  twenty 
years  after  becoming  blind. 

Hugh  Lennox  Hedge,  1796-1873.  An 
obstetrician — the  most  famous  of  these 
from  the  standpoint  of  contributions  to 


obstetrics  and  gynecology  and  of  a  variety 
of  instruments  still  in  use — who  had  pro¬ 
gressive  deterioration  of  vision  and  ulti¬ 
mate  blindness.  On  total  loss  of  vision  he 
limited  himself  to  consultative  gynecology 
for  the  following  ten  years,  continuing  to 
make  significant  contributions  in  his  field 
of  specialization. 

Dr.  Vosy  (late  nineteenth  century).  An¬ 
other  obstetrician  who  maintained  his 
practice  of  obstetrics  during  his  blindness. 

Thomas  Rhodes  Armitage,  1824-1890. 
An  internist  with  over  twenty  years  of 
practice  while  blind  to  his  credit. 

Emile  Javal,  1839-1907.  An  ophthal¬ 
mologist  who  made  significant  contribu¬ 
tions  to  the  literature  on  blindness  in  the 
seven  years  following  his  loss  of  vision. 

Gilbert  Prout  Girdwood,  1832-1917. 
A  surgeon,  roentgenologist,  chemist,  who 
lost  his  vision  at  the  age  of  eighty,  but 
continued  for  the  next  five  years  in  a  re¬ 
search  problem  of  a  chemical  nature  re¬ 
lated  to  public  health. 

Arthur  Washington  DeRoaldes, 
1849-1918.  An  otolaryngologist  who  spent 
fifteen  years  in  consultation  practice  af¬ 
ter  his  loss  of  vision. 

Contemporary  Blind  Physicians 

In  collecting  their  material,  the  Keeneys 
obtained  a  list  of  seven  practicing  blind 
physicians  in  the  United  States  and  ad¬ 
dressed  their  correspondence  to  them. 
Only  five  replied,  however,  and  the  his¬ 
tories  of  two  others  from  Ireland  were 
added  to  the  list.  The  records  of  these 
men  as  of  date  of  publication  are  as  fol¬ 
lows: 

1.  An  internist  and  endocrinologist  who 
became  totally  blind  at  the  age  of  forty- 
one;  a  medical  teacher,  associate  profes¬ 
sor,  and  active  practitioner  for  twelve 
years  since. 

2.  Another  internist  who  was  also  a 
regius  professor  of  medicine;  became  to¬ 
tally  blind  at  age  fifty  and  had  been  active 
for  twenty  years  since. 

3.  A  third  internist  majoring  in  dia¬ 
betes,  with  total  loss  of  vision  at  the  age 
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of  fifty-one,  who  had  continued  to  prac¬ 
tice  for  three  years. 

4.  A  psychiatrist  with  loss  of  vision  at 
the  age  of  thirty-one  who  had  continued 
to  practice  for  thirteen  years. 

5.  Another  psychiatrist  trained  in  psy¬ 
choanalysis  during  impending  blindness; 
totally  blind  at  the  age  of  thirty-four,  and 
practiced  nineteen  years  in  this  condition. 
He  states  blindness  served  to  enhance  his 
relationship  with  the  patients  rather  than 
to  detract  from  it. 

6.  A  medical  adviser  to  a  state  insur¬ 
ance  commission,  serving  six  years  in  that 
capacity. 

7.  A  general  practitioner,  with  total 
loss  of  vision  at  forty-six,  with  twenty-six 
years  of  service  after  blindness  as  com¬ 
pared  to  only  twenty  years  of  practice 
prior  to  his  loss  of  vision. 

Most  of  these  physicians  had  had  visual 
difficulties  for  periods  of  years  prior  to 
total  blindness.  All  had  received  their 
training  before  sustaining  the  complete 
defect. 

I  shall  add  an  eighth  man  to  this  list, 
a  physician  with  whom  I  have  been  cor¬ 
responding  for  the  past  three  years.  Our 
contact  was  brought  about  through  the 
mediation  of  a  mutual  acquaintance.  En¬ 
gaged  in  general  practice  in  a  Rocky 
Mountain  community,  this  physician  lost 
all  useful  vision  at  age  forty-seven,  still 
retaining  light  perception  in  one  eye.  Act¬ 
ing  upon  encouragement  from  me,  he  has 
been  retraining  himself  in  the  field  of 
psychiatry.  His  most  recent  communica¬ 
tion  reads  as  follows: 

I  am  at  present  engaged  in  the  private  prac¬ 
tice  of  psychiatry,  on  a  part-time  basis.  I  spend 
my  mornings  at  the - psychopathic  hos¬ 

pital  as  a  third-year  resident  in  psychiatry.  I 
make  ward  rounds,  interview  patients  and  attend 
conferences.  I  also  take  private  hospital  patients, 
whom  I  treat  according  to  the  need  of  treatment. 
I  am  not  associated  with  anyone  and  thus  far 
have  been  able  to  get  along  satisfactorily.  To 
date,  with  few  exceptions,  my  blindness  has  not 
been  too  much  of  an  obstacle  in  my  practice. 

My  experience  with  the  following  three 
cases  illustrates  the  obvious  conclusion 


that  not  all  blinded  physicians  can  fit 
themselves  for  the  continuation  of  prac¬ 
tice: 

Soon  after  the  advent  of  my  blindness, 
I  had  a  visit  from  one  of  my  classmates, 
a  woman  physician  engaged  in  general 
practice  on  the  West  Coast.  She  had  also 
sustained  a  loss  of  vision.  She  had  at¬ 
tempted  to  continue  her  practice,  but 
found  the  difficulties  too  great  and  had 
to  give  it  up. 

An  internist,  one  of  my  teachers  and 
for  a  long  time  head  of  the  department, 
lost  his  vision  at  the  age  of  seventy-six. 
Although  he  retained  travel  vision,  his 
children  and  associates  felt  that  he  had 
reached  the  age  of  retirement  and  dis¬ 
couraged  his  continuation  in  practice. 
He  did  make  feeble  attempts  to  resist  the 
advice  of  family  and  friends  but  finally 
gave  in. 

An  Ohio  general  practitioner  past  sev¬ 
enty  years  of  age  stopped  in  to  see  me 
on  his  way  to  a  western  resort.  He  had 
lost  his  vision  about  ten  years  earlier  but 
retained  good  travel  vision.  His  wife  had 
died  a  short  time  after  the  onset  of  his 
blindness.  He  had  made  attempts  to  con¬ 
tinue  his  practice  but  failed.  He  blamed 
the  loss  of  patient  patronage  on  the  com¬ 
bination  of  age  and  his  state  of  widower- 
hood. 

Age  a  Factor 
in  Resuming  Practice 

It  is  my  personal  opinion  that  widower- 
hood,  per  se,  could  have  little  effect  on 
the  loss  of  practice,  although  this  might 
be  a  factor  in  a  particular  locality.  But 
I  can  agree,  at  least  partially,  on  the  effect 
of  age.  Certainly  it  takes  vigor  to  re¬ 
establish  a  practice  in  the  face  of  a  major 
handicap  and  after  the  interruption  con¬ 
sequent  to  the  necessary  period  of  adjust¬ 
ment.  It  will  be  noted  that  with  three 
exceptions  (ages  sixty-one,  sixty-seven, 
eighty),  the  cases  cited  above  as  success¬ 
ful  blind  practitioners  had  lost  their  vi¬ 
sion  at  a  fairly  early  age.  The  exceptions 
should  convince  us,  however,  that  all 
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blind  physicians,  regardless  of  age,  de¬ 
serve  every  encouragement  to  continue  in 
their  practice. 

A  Pattern  for  the 
Blinded  Practitioner 

The  approach  of  the  blinded  physician 
to  the  continuation  of  his  practice  may  be 
variable,  depending  upon  the  type  of 
practice,  the  character  and  needs  of  his 
patients  and  his  own  personality  require¬ 
ments.  Similar  variations  may  also  be 
necessary  in  his  methods  of  procedure. 
However,  since  many  of  the  problems  in 
this  area  bear  general  similarities,  and 
since  newly  blinded  physicians  have  an 
urgent  need  for  guidance,  I  am  setting 
down  in  some  detail  those  methods  of 
procedure  which  I  have  found  useful  in 
my  own  practice,  now  in  its  eleventh  year. 

1.  Association  with  a  sighted  physi¬ 
cian.  This  is  a  prime  necessity,  not  only 
to  cover  those  fields  of  examination  re¬ 
quiring  vision,  but  also  to  provide  as¬ 
surance  to  the  patient  that  nothing  would 
be  overlooked.  The  sighted  physician 
could  be  useful  also  in  handling  emer¬ 
gencies  arising  outside  of  office  hours.  I 
practice  in  close  association  with  a 
younger  brother,  a  general  practitioner. 

2.  A  personal  assistant.  This  is  neces¬ 
sary  to  give  the  blind  physician  freedom 
of  action  in  the  routine  of  conducting  his 
practice.  I  employ  a  nurse-assistant  who 
drives  me  to  the  hospital,  to  an  occasional 
home  visit,  and  to  the  office.  At  the  hos¬ 
pital  she  reads  the  charts,  helps  me  with 
the  examination  of  the  patients,  and 
writes  progress  notes  and  orders  at  my 
direction.  In  the  office  she  keeps  the  medi¬ 
cal  records,  copying  the  details  of  history 
elicited  by  me,  prepares  the  patient  for 
the  physical  examination,  and  does  the 
simple  laboratory  procedures  in  which 
she  has  been  instructed.  She  also  serves 
as  my  reader. 

3.  Methods  of  procedure.  History¬ 
taking  presents  no  particular  difficulties 
to  the  blind  physician,  except  insofar  as 
he  might  miss  some  facial  expressions 


which  provide  important  clues  to  the  per¬ 
sonality  make-up  of  the  patient  and  the 
exaggeration  or  understatement  of  details. 
However,  with  some  experience,  the  phy¬ 
sician  becomes  sensitive  to  the  tones, 
hesitations,  etc.,  which  give  him  almost 
as  much  information.  On  the  whole,  as 
indicated  by  some  of  the  blind  psychia¬ 
trists,  patients  tend  to  be  less  shy  in  the 
presence  of  a  blind  physician  and  less 
reticent  in  revealing  intimate  personal 
problems. 

The  physical  examination  presents  no 
problem  in  those  areas  involving  the 
auditory,  tactile  or  olfactory  senses.  These 
may  also  be  used  on  occasion  to  substi¬ 
tute  for  visual  needs.  For  example,  the 
sense  of  smell  can  provide  information 
relative  to  the  personal  hygiene  as  well 
as  habits  of  the  patient.  The  repeated 
clicks  of  the  cigarette  lighter  or  the  strik¬ 
ing  of  a  match  added  to  the  smell  of 
tobacco  smoke  will  betray  the  chain 
smoker.  Placing  the  hands  on  opposite 
sides  of  the  patient’s  chest  and  asking  him 
to  breathe  deeply  reveals  differences  in 
lung  expansion.  Irregularities  of  gait,  in¬ 
cluding  their  degree  and  location,  can  be 
elicited  by  holding  on  to  the  patient’s 
elbow  and  walking  with  him.  I  have  even 
been  able  to  make  dermatological  diag¬ 
noses  by  combining  light  touch  with  the 
description  of  the  lesions  given  me  by 
my  nurse-assistant,  plus  the  history  pre¬ 
viously  elicited. 

My  nurse-assistant  is  helpful  in  calling 
my  attention  to  color  changes  in  the 
patient,  such  as  pallor,  cyanosis,  jaun¬ 
dice,  etc.,  and  to  skin  eruptions.  For 
inspections  requiring  greater  technical 
knowledge  I  enlist  the  aid  of  my  brother. 
Simple  laboratory  procedures  are  also 
done  by  the  nurse,  my  brother  being 
called  upon  to  confirm  equivocal  results. 
For  more  elaborate  procedures  we  utilize 
the  commercial  laboratories. 

It  is  said  of  Dr.  Babcock  that  he  had 
used  specially  prepared  syringes  with 
etched  markings  on  the  piston,  which 
enabled  him  to  measure  by  touch  the 
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volume  of  solution  withdrawn;  also,  that 
he  had  his  watch  fitted  with  a  device  that 
produced  a  distinct  click  every  thirty 
seconds,  to  aid  him  in  taking  the  pulse.3 
I  find  no  need  for  mechanical  aids  of  this 
sort  since  my  nurse-assistant  or  my 
brother  give  all  the  necessary  injections, 
and  the  nurse  takes  the  pulse  and  reads 
the  blood  pressures.  Of  course  I  invari¬ 
ably  palpate  the  pulse  myself  to  determine 
its  characteristics.  On  occasion,  in  the 
absence  of  the  nurse,  I  simply  ask  the 
patient  to  time  me  on  his  watch  in  count¬ 
ing  the  pulse,  or  have  him  read  the  level 
of  the  blood  pressure  gauge  at  the  point 
at  which  I  hear  the  proper  arterial  sounds. 
Since  most  people  can  read  a  thermom¬ 
eter,  I  find  no  difficulty  in  obtaining  a 
temperature  reading. 

4.  Keeping  up  with  medical  progress. 
Reading  of  current  medical  literature  is 
another  of  my  nurse-assistant’s  duties. 
Recently  this  has  been  supplemented  by 
the  Audio  Digest  of  Internal  Medicine , 
a  tape  recording  of  a  carefully  selected 
and  well-edited  segment  of  advances  in 
medicine.1  My  nurse’s  reading  is  now 
limited  to  my  specialty  journal,  and  to 
the  articles  of  interest  in  the  Audio  Digest 
which  I  wish  to  read  more  fully  and 
which  are  available  in  our  medical  li¬ 
brary.  Medical  meetings  of  all  types  are 
also  important  to  me  in  keeping  up  with 
the  subject  and  I  attend  all  the  confer¬ 
ences  and  postgraduate  courses  that  I  can 
manage. 

Limitations 

Some  such  plan  as  the  one  outlined 
should  go  far  towards  enabling  the  newly 
blinded  physician  to  resume  and  to  con¬ 
tinue  his  practice,  provided  he  is  willing 
to  accept  inevitable  limitations.  Perhaps 
the  most  serious  of  these  is  the  public 
lack  of  confidence  in  the  capabilities  of 
the  blind.  In  the  early  days  of  my  blind¬ 
ness  I  was  disconcerted  to  find  that  people 
were  treating  me  as  if  I  were  totally  help¬ 
less.  My  well-intentioned  friends,  in  try¬ 
ing  to  help  me,  would  exert  strength  in 


pushing  me,  supporting  me,  and  all  but 
carrying  me  to  a  seat,  holding  me  up  to 
sit  me  down  as  if  I  were  in  danger  of 
collapse.  In  actuality  I  had  lost  but  a 
single  one  of  my  senses,  had  retained  my 
full  mental  agility,  and  had  no  loss  of 
muscle  power.  Yet  I  was  being  treated  as 
if  I  were  deprived  of  all  of  these.  Thus  the 
full  meaning  of  the  misconception  of 
the  sighted  as  to  what  is  involved  in  the 
handicap  of  blindness  became  startlingly 
apparent  to  me,  and  I  realized  that  this 
idea  of  the  helplessness  of  the  blind  would 
inevitably  lead  to  a  loss  of  patients.  And 
so  it  turned  out.  In  spite  of  the  fact  that 
I  had  provided  every  safeguard  for  the 
welfare  of  my  patients,  a  large  number 
of  these  paid  me  what  I  came  to  regard 
as  a  “duty”  call,  and  failed  to  return 
thereafter.  Others  avoided  me  altogether. 
I  was  not  so  far  removed  from  the  state 
of  sightedness  that  I  could  not  understand 
the  psychologic  reasons  for  the  defection 
of  so  many  of  my  patients,  and  I  did  not 
permit  this  circumstance  to  dishearten 
me.  Instead  I  determined  to  demonstrate 
my  ability  to  carry  on,  and  this  I  did, 
with  the  help  of  those  of  my  patients  who 
stuck  by  me,  and  with  the  help  of  my 


AAIB  SEEKS  EXECUTIVE  SECRETARY 

At  the  June  meeting  of  the  American 
Association  of  Instructors  of  the  Blind 
it  was  voted  to  employ  a  permanent 
executive  secretary  and  establish  a 
permanent  office.  Applications  for  this 
position  are  now  being  received.  In¬ 
terested  persons  should  contact  Super¬ 
intendent  Eber  L.  Palmer,  New  York 
State  School  for  the  Blind,  Batavia, 
New  York.  Applications  are  not  neces¬ 
sarily  restricted  to  those  engaged  in 
work  for  the  blind.  Detailed  informa¬ 
tion  will  be  sent  to  each  applicant  in 
regard  to  1)  formal  application  blank; 
2)  contemplated  annual  salary;  and  3) 
duties  involved. 
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associate  who  referred  his  special  prob¬ 
lems  to  me.  In  time  some  of  my  defecting 
patients  returned  and  remained,  and  new 
ones  made  their  appearance. 

There  are  limits  also  to  the  type  of 
practice  possible  to  a  blind  physician. 
It  comes  hard  to  a  man  to  give  up  those 
phases  of  his  work  which  had  been  a 
source  of  great  satisfaction  to  him.  But 
to  do  so  becomes  a  necessity,  and  he  can 
turn  over  these  phases  to  his  associate 
without  the  danger  of  losing  his  patients 
for  those  services  which  he  is  capable 
of  performing.  The  field  of  usefulness  in 
medicine  is  indeed  very  large,  and  the 
blind  practitioner  should  have  no  trouble 
in  finding  his  niche. 

Finally,  there  are  the  limitations  im¬ 
posed  upon  the  blind  by  the  loss  of  free¬ 
dom  of  movement.  It  can  be  most  aggra¬ 
vating  to  a  previously  active  man  to  be 
forced  to  limit  his  practice  to  the  time 
that  his  associate  or  assistant  is  available. 
I  find  myself  particularly  irritated  by  the 
periods  of  physical  inaction  during  those 
times  that  my  nurse-assistant  is  engaged 
in  the  laboratory  or  in  preparing  a  pa¬ 
tient  for  examination.  I  have  learned  to 
utilize  these  delays  in  thinking  out  the 
problems  posed  by  the  patient’s  history, 
in  correlating  them  and  in  planning 
necessary  procedures  for  subsequent  in¬ 
vestigation. 

With  these  limitations,  none  of  which 
is  catastrophic,  and  with  proper  organiza¬ 
tion,  there  is  every  chance  for  the  blinded 
physician  to  cope  successfully  with  the 
usual  contingencies  encountered  in  the 
practice  of  his  profession. 

The  Blind  Student 
and  a  Career  in  Medicine 

The  success  of  Dr.  Babcock  in  achiev¬ 
ing  a  medical  career,  unique  though  it 
was,  raises  the  question  of  the  availability 
of  medicine  as  a  professional  outlet  for 
the  blind  student  of  today.  This  question 
deserves  careful  consideration;  we  should 
wish  neither  to  raise  false  hopes  nor  to 
deny  the  possibility  should  a  chance 


exist.  In  either  case  we  cannot  afford  to 
be  arbitrary  and  must  therefore  evaluate 
the  problem  from  all  angles  before  reach¬ 
ing  a  conclusion. 

In  favor  of  the  existence  of  the  possi¬ 
bility  it  may  be  pointed  out  that  there 
are  several  elements  present  today  which 
tend  to  make  prospects  more  promising 
than  they  were  in  Babcock’s  day.  There 
has  been  a  growth  in  the  number  of  spe¬ 
cialties  in  the  medical  field  in  which  a 
blind  man  could  serve  adequately  and 
even  with  distinction.  Also  there  has  been 
a  great  expansion  of  governmental  ser¬ 
vices  and  financial  aid  for  the  blind  as 
well  as  the  development  of  mechanical 
equipment  such  as  the  typewriter,  braille- 
writer,  plastic  materials  for  models,  re¬ 
cording  devices  and  most  notable  of  all, 
the  transcription  services  of  textbooks 
for  blind  students. 

As  a  counterargument  to  the  points  in 
favor  the  following  facts  must  be  stated: 

1.  There  has  been  a  revolution  in  the 
nature  of  medical  education.  In  Dr.  Bab¬ 
cock’s  day  it  was  possible  for  a  student 
to  qualify  for  the  practice  of  medicine 
simply  by  working  with  a  physician  pre¬ 
ceptor  and  reading  the  books  in  that 
doctor’s  possession.2  The  basic  education 
today  is  dependent  in  a  large  part  on 
microscopy  and  other  visualization  pro¬ 
cedures.  For  these  reasons  even  Dr.  Bab¬ 
cock,  in  his  later  days,  advised  against 
the  blind  student  undertaking  the  study 
of  medicine.3 

2.  It  is  not  possible  to  enter  the  spe¬ 
cialty  fields  without  the  prerequisite  basic 
medical  education. 

3.  The  expansion  of  the  use  of  visual 
aids  in  medical  education  has  been  so 
vast  as  to  dwarf  the  expansion  of  govern¬ 
mental  financial  and  mechanical  aids  and 
services  for  the  blind.  While  it  may  be 
possible  to  develop  relief  models  of  histo¬ 
logic  and  pathologic  material,  etc.,  to 
satisfy  the  basic  requirements,  the  costs 
for  the  rare  blind  student  who  may  present 
himself  for  a  course  in  medicine  would 
be  prohibitive.  There  may  also  be  the 
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question  of  the  availability  of  artists  for 
so  large  a  project. 

4.  Legal  requirements  for  the  qualifica¬ 
tion  of  medical  practitioners  have  been 
tightened.  The  enactment  of  basic  science 
laws  in  many  of  our  states,  laws  which 
require  the  passing  of  examinations  in 
the  basic  sciences  as  a  preliminary  con¬ 
dition  to  licensure  in  any  of  the  healing 
arts,  have  not  only  served  to  elevate  the 
standards  of  the  basic  education  in  the 
medical  schools,  but  have  also  served  to 
bar  effectually  the  applicant  for  licensure 
from  the  ‘‘short-cut”  schools.  As  a  matter 
of  fact,  the  osteopathic  schools  now  have 
been  forced  to  include  all  the  basic  sci¬ 
ence  subjects  in  their  curricula.  This  fact 
has  served  to  add  to  the  difficulties  of 
the  blind  who  envisage  a  career  in  any 
of  the  healing  arts. 

At  this  point  I  might  state  that  as  far 
as  I  can  ascertain  there  are  no  legal  pro¬ 
hibitions  to  the  admission  of  blind  stu¬ 
dents  to  medical  schools.  I  have  discussed 
this  matter  with  the  dean  of  our  medical 
school  and  he  informs  me  that  he  is  not 
aware  of  any  such  prohibition  and  cer¬ 
tainly  that  there  is  no  legal  bar  to  blind 
students  in  our  state.  However,  the  prac¬ 
tical  difficulties  to  admitting  a  blind  stu¬ 
dent  would  be  another  matter.  While  the 
admissions  committees  of  medical  facul¬ 
ties  are  justly  noted  for  their  disregard 
of  physical  handicaps  in  the  choice  of 
students,  they  are  apt  to  weigh  most  care¬ 
fully  the  handicap  of  blindness  in  rela¬ 
tion  to  the  educational  program.  Al¬ 


though  this  problem  has  never  presented 
itself  to  our  particular  committee,  the 
dean  regards  it  as  a  very  difficult  hurdle 
to  negotiate. 

A  careful  weighing  of  all  the  facts  in 
the  case  must  necessarily  lead  us  to  the 
conclusion  that  the  answer  to  the  question 
must  be  in  the  negative.  We  should  not 
encourage  the  blind  student  to  harbor  an 
ambition  toward  a  career  in  medicine. 
Everything  would  be  against  him. 

And  yet — I  cannot  help  but  be  con¬ 
scious  of  the  fact  that  up  to  this  point  we 
have  failed  to  take  into  account  that  most 
perverse  of  all  inconstants — the  “human 
factor.’  I  think  it  not  inconceivable  that 
some  day  a  blind  student  may  accept  the 
challenge  of  preparing  himself  for  a 
medical  career.  Let  us  say  that  this  stu¬ 
dent  is  well  qualified;  that  he  is  endowed 
with  the  necessary  intelligence,  back¬ 
ground,  intellectual  capacity,  emotional 
stability,  moral  and  financial  backing, 
determination,  persistence  and  sufficient 
eloquence  to  sway  the  committee  on  ad¬ 
missions.  A  striking  example  of  spirit 
and  determination  in  a  handicapped  stu¬ 
dent  is  represented  in  the  letter  written 
by  Helen  Keller  to  the  chairman  of  the 
academic  board  of  Radcliffe  College.* 

Should  this  student  approach  me,  I 
would  still  do  my  utmost  to  dissuade  him. 
And  should  he — as  well  he  might — choose 
to  disregard  my  advice,  I  shall  hope  and 
pray  that  he  will  prove  me  wrong. 

*  In  The  Story  of  My  Life.  Doubleday  and 
Company ,  Inc.,  1903. 
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Recruitment  of 
Service  Volunteers 


This  paper  deals  solely  with  service  vol¬ 
unteers.  Other  volunteers  also  assist  agen¬ 
cies  in  such  capacities  as  board  members, 
trustees,  fund  raisers,  and  others,  but  they 
are  recruited  in  other  ways,  and  none  of 
our  discussion  today  will  pertain  to  them. 
In  recruiting  service  volunteers,  I  feel 
there  are  five  very  important  conditions 
that  must  be  recognized  before  recruit¬ 
ment  begins.  They  are: 

1)  Public  attitudes;  2)  Agency  attitudes; 
3)  Agency  functions;  4)  Need  for  volun¬ 
teers;  and  5)  Available  budget. 

7.  Public  Attitudes 

There  has  been,  for  a  long  time,  an  “at¬ 
titude”  about  volunteers.  The  Neiv  Yorker 
magazine  less  than  two  years  ago  went  so 
far  as  to  publish  a  cartoon  in  which  a 
typical  hobo,  unshaven  and  ragged,  is 
seated  next  to  a  hospital  bed,  rapidly  de¬ 
vouring  the  beautiful  basket  of  fruit  on 
the  bed  table.  The  startled  patient  looks 
up  from  the  bed  at  this  stranger,  and  the 
caption  under  the  picture  reads,  “No, 
lady,  you  do  not  know  me.  I  am  a  vol¬ 
unteer  come  to  cheer  you  up.”  This  pic¬ 
ture  of  a  haven  supplied  to  the  volunteer 
instead  of  any  constructive  aid  being 
given  by  him  furthers  an  “attitude”  or 
a  false  impression  that  all  volunteers  have 
a  need  greater  than  that  of  the  people  they 
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offer  to  help.  But  people  do  want  to  help 
— people  want  to  be  of  service — for  one 
reason  or  another.  In  many  instances,  a 
person  has  been  conditioned  to  the  ideal 
that  it  is  his  duty  to  serve  the  community 
and  that  he  would  not  be  fulfilling  his  ob¬ 
ligation  to  society  without  giving  some¬ 
thing  in  time  and  effort.  There  are  vol¬ 
unteers  who  do  have  needs  of  their  own, 
but  that  is  not  our  concern  here  as  long 
as  they  help  us  in  a  willing,  cooperative 
fashion,  and  we  accomplish  with  this  help 
more  than  we  did  previously  without  it. 
If  we,  within  the  agency,  have  a  tendency 
to  minimize  the  worth  of  a  volunteer,  it 
naturally  follows  that  we  have  helped  to 
create  this  feeling,  and  we  must  therefore 
be  sure  that  this  attitude  does  not  exist  in 
our  community  nor  within  our  agency. 
We  then  come  to  the  second  very  impor¬ 
tant  requisite. 

2.  Agency  Attitudes 

From  the  top  management  of  your 
agency  down,  there  should  be  complete 
acceptance  of  the  fact  that  volunteers  are 
to  be  used,  and  a  thorough  indoctrination 
to  all  department  heads  should  be  given 
on  the  use  of  and  reasons  for  volunteer 
services.  I  quote  from  Mrs.  Laura  Vossler, 
director  of  a  very  active  volunteer  hos¬ 
pital  group — and  I  deliberately  choose  a 
service  other  than  service  to  the  blind, 
since  the  same  principles  apply  to  all  vol¬ 
unteer  services.  She  says,  “It  is  the  duty 
of  top  administration  to  establish  rela¬ 
tions  all  along  the  line — from  top  admin¬ 
istrators  to  elevator  operators,  to  trustees, 
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